
Complainant’s Name: _______________________________________ 

Address: _________________________________________________ 

  City: _______________________ State: ___ Zip: _________ 

Home Phone:______________ Mobile: ______________ 

Email: _________________________@_____________________ 

Today’s Date: ___/___/______ 

Date of Occurrence: ___/___/______   Time: ___:___ A.M. / P.M. 

Names & Badge Numbers of ECSO Employees Involved (if known) 

Name: _______________________________  Badge #:_____ 

Name: _______________________________  Badge #:_____ 

Name: _______________________________  Badge #:_____ 

Details of Incident: (please include as much factual info as possible e.g. witnesses,  

locations & other facts to support your claim) 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 
Note: Please attach additional sheets if necessary 

        ______________________ 

Complainant’s Signature 

Please return the completed and signed form to: 

ECSO PSD     PSD@erie.gov 

134 W. Eagle St, 4th Floor  -OR Fax 716.858.6630 

Buffalo, New York 14202    


